We describe the use of the temporoparietal fascia (TPF) flap in the reconstruction of a Mohs defect of the antihelix of the ear. This is a highly reliable flap that meets the reconstructive goals of thin soft-tissue coverage and allows for discernment of the contours of the ear.
We describe the use of the temporoparietal fascia (TPF) flap in the reconstruction of a Mohs defect of the antihelix of the ear. This is a highly reliable flap that meets the reconstructive goals of thin soft-tissue coverage and allows for discernment of the contours of the ear.
A 72-year-old man presented for reconstruction of a 2.5 x 2-cm Mohs defect following excision of an infiltrative, sclerosing-type basal cell carcinoma ( figure  1, A) . The skin and perichondrium of the upper and middle thi rds of the antihelix were resected. The superficial temporal artery was identified in its preauricular location and followed with the use of a handheld Doppler device. A 7-crn Y-shaped incision was made in the temporoparietal scalp. Skin elevation was undertaken anteriorly and posteriorly in a plane just deep to the hair follicles with the assistance ofloupe magnification . The anterior extent of the flap elevation was maintained posterior to the temporal branch of the facial nerve. The flap was separated from the underlying deep temporal fascia easily, as the loose areolar tissue on the deep surface presents minimal resistance to elevation. The flap was then rotated inferiorly over th e helical rim , and the superior edge was tucked under the edges of the skin defect. A medium-sized splitthickn ess skin graft (1611 ,000 inch thick ) was applied to the TPF and secured to the edges of the ear skin ( figure 1, B) . Four weeks later, the flap bridge was divided, and the proximal aspect of th e flap was inset into the superior aspect of the defect. Five months after the second-stage flap inset, the aesthetic result was satisfactory (figur e 2).
The TPF is the most superficial of the three fascia layers that span the temporal fossa."? It is continuous with the galea aponeurotica (epicranial aponeurosis) at the superior temporal line and the superficial mus- paired at the time of injury to minimize nerve degeneration and contracture. However, if nerve transection is diagnosed po stoperatively, surgical exploration and repair of the transected nerve should still be performed. Successful identification of the transected nerve can be accomplished even in the midst of scar tissue by using reliab le anatomic landm arks and retrograde and anterograde nerve dissection to identify proximal and distal nerve ends . 
